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Relief of angina and non-ischaemic areas on the scan with thallium-201 supports our intention to use this method when other techniques are not possible. had a lumen of 2 mm and a side to side anastomosis was performed to the first diagonal artery which had a lumen of 1.5 mm. The left internal mammary artery was anastomosed to the left anterior descending coronary artery (2 mm) and the retrograde right internal mammary to the posterior descending coronary artery (2 mm). The venous anastomoses were performed using 6/0 Prolene and the mammary arterial anastomoses with 7/0 Prolene.
Spontaneous defibrillation occurred on removal of the aortic clamp at 50 minutes. The vein was attached to the ascending aorta.
The period after bypass and after the operative period was uneventful. Examination of the electrocardiogram and serum enzymes showed no evidence of myocardial damage.
Eighteen days after operation the patient had myocardial imaging using thallium-201. Exercise to exhaustion did not cause angina. The scan showed a defect of distribution without later correction in the lateral wall of the left ventricle only, suggesting lateral myocardial infarction, compatible with the history before operation. Angiography showed excellent patency of the left internal mammary artery graft, but occlusion of the venous graft. Repeated attempts to inject the right internal mammary artery via the epigastric route failed.
The patient continues to be free of pain and is leading a very active life eight months after operation.
Discussion
Our experience with artificial substitutes for coronary artery bypass graft in the absence of autologous vein has been far from satisfactory. This patient who required four coronary artery bypass grafts forced us to adopt the above manoeuvre, having read the experimental results of Folts et al. 1 using retrograde internal mammary artery flow for revascularisation of coronary arteries. We believe this is the first clinical use of this method.
The patency rate of internal mammary arteries is higher than autologous vein grafts, but only with anterograde flow.2 Unfortunately, we have not been able to show the patency of the graft by angiography because of anatomical difficulties, but the thallium scan suggests good myocardial perfusion in the area perfused by the retrograde right internal mammary artery graft. In addition, angiography after operation did not show retrograde filling of the right coronary artery, as happened before operation, though of course this could be the result of operative damage to the artery. The total relief of the angina in this patient supports the idea of using this new technique in cases requiring multiple coronary artery bypass grafts when other techniques are inappropriate. 
